respondent groups, measures, and analytic models, results have shown a remarkable consistency in scientific conclusions (e.g., robust influence of contact on tolerance). 10 Most notably, ironically, public acceptance of modern medical and public health views of mental illness appears to be coupled with a stubborn persistence of negative opinions, attitudes, and intentions. 11---15 As recent path-breaking research has documented, cultures of stigma shape individual-level acceptance and rejection, reported willingness to seek treatment, and feelings of self-worth and efficacy that persons with mental illness hold. 8, 16 These findings have motivated renewed efforts to rethink standard approaches to stigma research and to reconsider stigmareduction efforts aimed at improving population mental health. 7, 17, 18 Yet, a major impediment to the next generation of effective stigma reduction programs lies in identifying the core public sentiments, or "backbone," underlying misinformation, prejudice, and discrimination associated with mental illness. Certainly, early psychoanalytic ideas about the "schizophregenic mother," the moral weakness of those with depression, or the inherent proclivity to violence among persons with mental illness mirror both a lack of scientific knowledge and negative appraisals. Findings have been disproportionately limited to North America and Europe and focused primarily upon schizophrenia. 16, 19---22 Antistigma campaigns have primarily targeted educational goals to reduce misinformation and mischaracterization of mental illness. 11 Methodological differences in measurement strategies across studies hamper the development of strategically specific programs and policies. We asked 3 fundamental questions in the service of the next generation of antistigma efforts: (1) Is there a "backbone" of larger cultural beliefs, attitudes, and opinions about mental illness that presents the greatest challenges to individuals, families, and providers? (2) Does a lack of knowledge, an unwillingness to include individuals with mental health problems in civil society, or concerns about treatment stand in the way of recovery? (3) Does the public react similarly or differently to schizophrenia and depression? We analyzed data from the Stigma in Global Context---Mental Health Study (SGC-MHS) to examine public responses to Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) 23 scenarios for schizophrenia and depression across 16 countries. Using multiple measures to tap ignorance, rejection, exclusion, and negative affect, we searched for those items that may form the backbone of stigma-a widely held damaging core of cultural attitudes and beliefs about causes, solutions, and inclusion.
METHODS
The SGC-MHS is a globally targeted, theoretically and methodologically coordinated study. With support from the US National Institutes of Health (Fogarty International Center, National Institute of Mental Health, Office of Behavioral and Social Science Research), the Icelandic Centre for Research, and Ghent University, we collected data from representative national samples of adults in 16 countries. The focus of this analysis was not to examine cross-national differences in detail; rather, we used the SGC-MHS global coverage Objectives. We used the Stigma in Global Context-Mental Health Study to assess the core sentiments that represent consistent, salient public health intervention targets.
Methods. Data from 16 countries employed a nationally representative sampling strategy, international collaboration for instrument development, and case vignettes with Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition depression and schizophrenia criteria. We measured knowledge and prejudice with existing questions and scales, and employed exploratory data analysis to examine the public response to 43 items.
Results. Across countries, levels of recognition, acceptance of neurobiological attributions, and treatment endorsement were high. However, a core of 5 prejudice items was consistently high, even in countries with low overall stigma levels. The levels were generally lower for depression than schizophrenia, and exclusionary sentiments for more intimate venues and in authority-based roles showed the greatest stigma. Negative responses to schizophrenia and depression were highly correlated across countries.
Conclusions. These results challenge researchers to reconfigure measurement strategies and policymakers to reconsider efforts to improve population mental health. Efforts should prioritize inclusion, integration, and competences for the reduction of cultural barriers to recognition, response, and recovery. and measurement detail to search for commonalities. The fielding platform was the International Social Survey Program (ISSP; http://www.issp.org), a program of crossnational survey collaboration. The ISSP countries were sent electronic invitations from the ISSP Secretariat describing the study and inclusion requirements (e.g., face-to-face administration). The participating countries represent remarkable variation geographically (at least 1 country on each inhabited continent), developmentally (high-, middle-, and low-income countries), and politically (long-term democracies and post---communist bloc countries; Table  available as a supplement to the online version of this article at http://www.ajph.org). The total number of respondents in each country and the effective sample size for schizophrenia and depression are reported (SGC-MHS total n = 19 508; 6542 and 6539 of respondents receiving schizophrenia and depression vignettes, respectively). Remaining respondents receiving the "control" asthma vignette are not included here. Eligible respondents were noninstitutionalized adults (aged ‡ 18), with all national cross-sections based on multistage probability sampling methods. Trained interviewers conducted face-to-face interviews (overall SGC-MHS response rate = 65%).
The SGC-MHS interview schedule consisted of 2 parts: ISSP individual-level sociodemographic variables tailored to country differences (e.g., political systems), and 75 items on mental health and illness. We addressed crossnational comparability in 5 ways. First, a meeting of survey experts from 15 participating countries, held in Madrid in 2004, adapted a revised version of instrumentation used in the 1996 MacArthur Mental Health Study. 24 Questions or response codes were added, eliminated, or changed; guidelines for tailoring to country-specific contexts were developed; items were tagged for tailoring (e.g., culturally specific religious attributions); and a staggered fielding plan across multiple years was scheduled. Second, an outside psychiatric consultant assessed vignettes with meeting participants, and revised versions were approved by all participating countries. Third, a 2-step cultural translation process required traditional translation---back translation and a 2-to 4-hour cognitive interview with native speakers.
Fourth, items with embedded cultural variation (e.g., treatment options) were modified in collaboration. For example, the American English idiom "talking behind his back" translates in Argentinian Spanish to "speaking at his shoulders" and was changed to simply "criticizing him behind his back." Fifth, all questions were asked in blocks and in identical order. 25---27 Schizophrenia and Depression Vignettes Depression.
is a White/Black man/woman. For the last several weeks, John/Mary/Tyrone/Shontell has been feeling really down. He/she wakes up in the morning with a sad mood and a heavy feeling that sticks with him/her all day long. He/she isn't enjoying things the way he/she normally would. In fact nothing gives him/her pleasure. Even when good things happen, they don't seem to make John/Mary/Tyrone/Shontell happy. The smallest tasks are difficult to accomplish. He/she finds it hard to concentrate on anything. He/she feels out of energy, out of steam, and cannot do things he/she usually does. And even though John/Mary/Tyrone/Shontell feels tired, when night comes he/she can't go to sleep. John/Mary/ Tyrone/Shontell feels pretty worthless, very discouraged, and guilty. John's/Mary's/Tyrone's/ Shontell's family has noticed that he/she has lost appetite and weight. He/she has pulled away from them and just doesn't feel like talking.
Stigma as Lack of Knowledge
Sixteen items tapped into respondent knowledge. One item measured perceived severity (1 = very or somewhat serious; 0 = not very or not at all serious). Six questions measured attributions: "Is it very likely, somewhat likely, not very likely, not at all likely that [Name's] situation is caused by. . .": bad character, a brain disease, the way he or she was raised, genetics, God's will, and bad luck. All questions had 4 responses recoded to 1 = likely; 0 = not likely. Items tapped problem recognition: "How likely do you think that [Name] is experiencing a mental illness?" and the same for "physical illness" (recoded to 1 = likely; 0 = not likely).
Respondents were asked whether they thought the vignette situation was schizophrenia or depression (recoded to 1 = correctly identified; 0 = otherwise). Treatment endorsements asked whether the situation would improve on its own and with treatment (recoded to 1 = likely; 0 = not likely). They also rated the importance of seeking help from doctors, psychiatrists, counselors, or religious leaders (10-point scale responses recoded to a dichotomy:
Stigma as Prejudice
Seven widely used scales were divided into 27 individual items. The scales were: We measured all individual items via a Likert-type strategy (i.e., strongly agree, agree, disagree, strongly disagree), and collapsed them into dichotomies (endorsement of a stigmatizing response coded as 1; rejection coded as 0).
Analysis
We used an exploratory data analysis 42 approach. For each stigma variant, we calculated the percentage of respondents agreeing within each country. A grand mean and standard deviation for each item averaged item scores and are presented as column marginals. Values are represented graphically by circles, where the circle size (i.e., area) varies in direct proportion to the percentage agreeing with the statement. Thus, larger circles indicate stigmatizing items with greater cultural prevalence (Raw percentages can be found in in a supplement to the online version of this article at http://www.ajph.org).
Scatter plots with Pearson correlation (r) examined the similarity and differences in the public's assessment of schizophrenia and depression. We based correlations on the level of correspondence between the 2 cases for each knowledge item and prejudice item (n = 16 and 27, respectively). 
RESULTS
In Figures 1a and 2a , items are sorted and numbered from low to high by the grand mean. The same item numbers are used in Figures  1b and 2b 
Stigma as Ignorance and Misinformation
For schizophrenia, Figure 1a reveals 4 items (items 13---16) with the greatest public endorsement, measured by highest percentage endorsing the items, coupled with the lowest overall variation. Across countries, recognition of severity, endorsement of psychiatry, acknowledged efficacy of treatment, and endorsement of mental health professionals (e.g., counselors, psychologists) were widely embraced. A second set of 3 items (items 10---12: use of general physicians, identification of a "mental illness," and endorsing a disease attribution) were reported with somewhat lower endorsement, greater variability, or both. This total set of 7 items, associated with "modern" or "scientific" assessments, was endorsed by more than two thirds of the population in each country, even where general education levels are relatively low.
Furthermore, there was low or variable endorsement of traditional stigmatizing attributions (e.g., bad character, bad luck, God's will; see Bangladesh and the Philippines as exceptions). A major problem appears in the public's inability to recognize the vignette (item 5) as "schizophrenia" (i.e., greater differences in the percentage and variance providing a correct "label"). Fewer than half of respondents endorsed this item; however, Bangladesh, along with Cyprus, stand out as exceptions.
For depression (Figure 1b) , the same 6 items received endorsement from the highest percentage of individuals across all countries, though the ordering differs slightly in rank (in order: items 14, 16, 12, 13, 15, 11). Unlike schizophrenia, endorsement of a "general medical doctor" (item 12) elicited a positive response from a large percentage of respondents but with greater variability. Each item drew endorsements from more than two thirds of respondents. Two differences stand out for depression compared with schizophrenia. First, relatively more respondents could correctly identify depression (item 5; grand mean = 70.08% vs 32.91% for schizophrenia); and attribution to a "brain disease or disorder" (item 10) received less support (grand mean = 49.38% vs 69.19% for schizophrenia). The least endorsed items were, again, those attributions reflecting stigmatizing attitudes (see Bangladesh as an outlier).
Stigma as Social Rejection and Devaluation
Figure 2a reveals that the highest levels of stigmatizing responses were concentrated in 5 items endorsed by nearly two thirds or more of respondents (items 27---23): child care provider, potential for violence (self-directed), unpredictability, marry into family, and teach children. The next 5, with more than half of respondents endorsing, targeted authority, civic responsibility, and perceived life chances (supervise at work, public office, productivity), as well as interactional barriers or concerns (difficult to talk to, violent to others). The lowest levels of public stigma were associated with disclosure (secrecy, afraid to tell, embarrassment), treatment carryover (outsider), basic civil rights (hire if qualified), and intelligence. Figure 2b , on depression, provides evidence of notably lower levels of stigmatizing responses. However, with some switching in rank ordering, the 7 most widely held items in terms of stigma of rejection and devaluation are the same as for schizophrenia. However, only 2 items-unwillingness to have the vignette person as a childcare provider, or to believe that an individual described with symptoms consistent with clinical depression is likely to selfharm-reached the two thirds of the population mark (items 26 and 27). Unpredictability and rejection in the family sphere through intermarriage were also lower on average, as with schizophrenia. The data also revealed fairly similar low stigmatizing responses on issues of disclosure, treatment carryover, and inclusion (in order: items 1, 4, 2, 3, 6 ). In addition, the unwillingness to have the vignette person as a neighbor did not elicit a negative response at the same place in rank ordering as schizophrenia (position 4 vs 9, respectively). Figure 3 reinforces the similarity of ranking results. Scatterplots of stigma items tapping ignorance (Figure 3a ; r = 0.90; df = 14; P < .001) and rejection or devaluation issues (Figure 3b ; r = 0.98; df = 25; P < .001) show remarkable correspondence for schizophrenia and depression. Differences appear to be on knowledge, rather than prejudice issues. The correct identification of depression was significantly higher than for schizophrenia (item 5). Yet, the public was more likely to see schizophrenia as a mental illness and as caused by a brain disease (items 11 and 10; Figure 3a) . Figure 3b reveals very small differences in the public response to prejudice and devaluation for these 2 scenarios except for respondents endorsing stigma items for depression. Because respondents did not receive both vignettes, but only 1 randomly, these results do not reflect acquiescence bias or other methodological confounds.
Public Response to Schizophrenia vs Depression

DISCUSSION
Because large-scale, representative population-based studies on public stigma tap into the cultural climate in which individuals experience and respond to mental health problems, they offer one scientific foundation to recalibrate community targets and messages of change. The SGC-MHS provides a global analysis of the nature of public stigma. The SGC-MHS does not represent a randomly selected set of countries, nor do the vignettes incorporate the spectrum of symptoms within mental health disorders. However, when we focused on schizophrenia and depression, we aimed to (1) examine the robustness of previous findings, (2) reconfigure our understanding of the backbone or core sentiments underlying stigma, and (3) provide new directions for change. The focus here was on similarities and differences in the public response to many dimensions of stigma and did not focus on cross-national differences in any detailed manner.
Thus, though not without limitations, our descriptive, cross-national findings reinforce and generalize recent past research while offering novel insights. Essentially, stepping back to reconsider the dimensions of culture that have been used to measure stigma, we divided issues into 2 types to reflect the division between mental health knowledge (ignorance, misinformation) and prejudice (rejection, devaluation). We did not use these indicators as traditional summative scales; rather, we employed them as single items to search for the backbone of stigma across societies. Four basic findings stand out.
First, in line with other recent studies that focused on a smaller scale or a single country, the majority of the public has received, and at least tacitly endorses, ideas about the severity of mental illness and accepts its underlying causes as located in the same realm as other illnesses. They reject old etiological notions of individual weakness, secrecy, and moral failure, reporting that treatment should be sought.
Second, there does appear to be a backbone of stigma. Even in countries with more accepting cultural climates, issues that deal primarily with intimate settings (the family), vulnerable groups (children), or self-harm elicit the greatest amount of negative response. A secondary core targets the unwillingness to see individuals with mental illness in positions of authority or power (work supervisors, public officials) and uneasiness about how to interact with or whether to fear violence from individuals with mental health problems. What seems to draw concern from a smaller segment of the public are issues of disclosure (secrecy, embarrassment), basic civil rights (hire if qualified), competence (intelligence), and less intimate social venues (neighbor).
Third, the public responds differently to schizophrenia and depression, but this appears to be in terms of level rather than rank. The same issues, with some slight rearrangement, elicit negative or positive responses from the most, the moderate, and the least percentage of respondents. A few differences on recognition indicate that schizophrenia is likely to be seen by more people as mental illness or a brain disorder, yet less likely to be correctly identified as a specific disorder.
Fourth, although not explored in depth, and despite the existence of core sentiments, there is cross-national variability. Responses on both literacy and prejudice call for greater examination for overall country profiles and also for specific outliers (e.g., God's will in Bangladesh). 43, 44 We agree with our Canadian and British colleagues 18, 22 : the main challenge that lies ahead is to identify the interventions that will produce behavior changes in individuals, families, and societies to decrease discrimination against people with mental illness. However, we reassert that, without a scientific base of evaluation, novel assessment, and routine monitoring, these efforts, like stigma itself, are based on assumptions, beliefs, and hopes. Even the best and most well-intentioned efforts may be a poor fit with the actual challenges faced by individuals, families, medical providers, and public health practitioners. Efforts may use messages or approaches that do not target, let alone break the backbone of, core sentiments underlying rejection and intolerance. Our findings reinforce recent conclusions that individuals endorse the "modern" understandings of the etiology of mental illness, making traditional educational campaigns focusing on mental illness as a "real" disease a low priority. 11, 13, 15 If the public understands that mental illnesses are medical problems but still reject individuals with mental illness, then educational campaigns directed toward ensuring inclusion become more salient. Although legal prescriptions that bar exclusion coupled with legal proscriptions to prevent or punish those who violate them may be in order, our results indicate that traditional civil rights targets (e.g., hire if qualified) already translate into fewer individuals endorsing rejection. The more difficult targets tap into deeper dimensions of recovery. That is, concerns with trust in work and family settings may signal a rejection of the fundamental idea that individuals with mental illness can get better, living full and complete lives in spite of their illness. 45 Although a long tradition of research has indicated that attitudes do not necessarily translate into behaviors, we have 2 important pieces of recent scientific information that support a continued focus on cultural context. First, individuals are more willing to express stigma than to act on it, setting cultural expressions as the litmus test for marking challenges and crafting public health interventions. 46, 47 Second, path-breaking work that connects larger cultural climates to individually held attitudes, experiences, and self-stigmatizing profiles provides a clear direction for multilevel efforts. 16, 48 Unless we attack stigma at the cultural level, the prospects for changing the lives of those affected by mental illness is unlikely. A focus on Note. The sample sizes were n = 16 for knowledge, beliefs, and treatment endorsement items and n = 27 for stigma items. small-scale individual-level efforts, even if successful, will continually confront negative reinforcement from the larger culture. As one component among many, addressing efforts to influence larger cultural contexts of misunderstanding, inclusion or rejection, and tolerance or intolerance is essential.
The public health implications of the backbone of stigma hold promise for redirecting stigma reduction efforts toward novel messages and approaches. Because the public holds a tacit understanding of the etiology of mental illness, our efforts need to move past this message. To consider messaging that targets core sentiments that elicit negative responses from the public must be at the heart of new campaigns. Our analyses did not point to one "correct" approach or another, but rather emphasized the penetrating and damaging nature of prejudice, the complexity of hard-core targets, and the resulting multifaceted response that needs to be mounted. Only coordinated and sustained efforts are likely to improve the mental health of populations. j
